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Abstract
Community participation is defined as a range of activities which involve people from
various communities identifying issues and participating in decisions about planning for
management and delivery ofhealth programs or policies. Participation occurs at two
levels in health care. Firstly, the participation of individuals in their own health care and
treatment, and secondly the involvement ofpeople as community members, participating
in decision making and debate concerning health spending priorities. There is a large
body of literature that advocates community participation in health care decisions. The
strongest arguments claim that involving people in the health system will assist in
improving the health ofpopulations. By setting up mechanisms that let people have a say
in hea~th care decisions, the health care system will provide more appropriate care to
communities.
There are a range ofapproaches to community participation many complex and
multifaceted. The key defining characteristics ofcommunity participation are joint
problem solving, joint decision making, joint responsibility and joint sharing ofbenefits.
Models including: (A) Community Development; (B) Social Action; (C) Action
Research; and (D) Participatory Research, are relevant for community participation
approaches. These share similar underlying philosophies, although they are not
appropriate for implementing in the same situations. Generally, community participation
is viewed as positive and desirable for improving quality ofhealth care and the health of
populations, although studies show mixed success in these outcomes. Methods and
philosophies ofcommunity participation models are not aligned with traditional research
or health care models.
Appropriateness of community participation in all situations is limited due to the nature
and requirements for implementation, such as timing, provision ofsufficient resources,
engaging communities and determining suitable representation is a further issue. Also
there are issues for community participation, in terms of implementation, evaluation, and
integration with traditional health service models.
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In general, outcomes of community participation in health care may be discussed in
terms of community empowerment and, and improved individual rights, equity,
efficiency and effectiveness, accessibility, accountability and quality ofhealth services. It
is recommended as a strategy to achieve the above factors as well as for debate in health
spending priorities. Moves toward community participation were strengthened through a
paradigm shift in ways of thinking in the last few decades, in areas in health care
concerned with a population focus, including community health, health promotion and
the new public health. The Ottowa Charter was a landmark document ofthis paradigm
shift, and its principles have been internationally accepted. Community participation is a
critical focus of the Ottowa Charter.
The recent push for cuts in health care expenditure, has resulted in countries
internationally concentrating on the need to set priorities in health care. However,
techniques for prioritising are very uncertain. There are barriers and issues for
community participation in health care decision making, due to the nature in which
health care decisions currently take place. One element agreed upon is that priority
setting inevitably involves subjective judgments, also that there is a need for
development of ethical or public values to influence health decisions.
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2
1. Introduction
This section will examine community participation in health care and explore the
relevant literature. Aspects ofcommunity participation in health care, including
background information, key characteristics, models, benefits, barriers, limitations and
outcomes will be discussed.
There are two forms ofparticipation in health care decision making. Participation at an
individual level refers to participation of individuals in their own health care and
treatment. Mechanisms for this form ofparticipation include, advocates, complaints
services, charter ofrights and consumer representatives as members ofgroups such as
health planning groups. The second form ofparticipation in the health care system
includes the involvement ofpeople as community members or citizens. Here people
participate as individual citizens or citizens representing particular interest groups in
the community. This type ofparticipation gives opportunity for participation in
decision making and debate concerning resource allocation, health spending priorities
and health service delivery. (National Health Strategy, 1993a, p.25; Martin, 1995, pA)
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2. Background
To participate is to have a share or take part in something (New American Webster,
1972). The term participation implies sharing, no~ only of information and opinion but
also decision making power. True participation means joint problem solving, decision
making and responsibility (Consumer Health Forum, 1993, p.1). Two central terms to
community participation are "Consumer" and "Community". A consumer, is defined
as one who consumes, someone who uses a commodity or service, as opposed to a
producer (Maquarie Dictionary, 1981, pA06). There are many meanings associated
with a community, it implies different things to different people. In some instances it
describes a geographical area, however in others it refers to groups with interests or
religion in common (Peterson , 1994, p.108; The New American Webster Dictionary,
1972, p.98). In addition to the geographical aspect ofcommunities, a community may
be characterised by elements such as:
• membership, and a sense ofbelonging
• the use of common symbol systems, like language or rituals
• shared values and norms
• shared needs and a commitment to meeting them
• shared emotional connections, common histories, experiences and mutual support.
(Israel, Checkoway, Schulz, Zimmerman, 1994, p.151)
This definition is relevant to community participation. Community participation
emphasises collective actions and that health professionals will work in contexts with a
sense ofcommunity (Kirkbusch, & Byrne, 1994/5, p.18; Israel et aI, 1994, p.151).
Community participation in health care is defined as a range of activities which
involve people from various communities identifying issues and participating in
decisions about planning for management and delivery of health programs or policies
(National Health Strategy, 1993a, p.7). Common terms for community participation
found in the literature include: citizen participation; citizen involvement; consumer
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participation; consensus seeking; community involvement; community control - self
reliance; and community collaboration (Bracht, N, & Tsouros, A, 1990, p.20l). The
term community consultation is frequently used interchangeably with community
participation. Community consultation refers to any process where individuals or
groups have an opportunity to influence the outcome of a policy or decision making
process. (The Queensland Social Policy Unit, 1992, Cited in National Health Strategy,
1993a, p.28).
The key difference between the two concepts ofcommunity participation and
community consultation seems to be one ofpower and ownership. Community
consultation is concerned with authorities seeking opinions, consulting the community
and sharing information. As a result the community does not partake in a partnership
in decision making. Whereas in participation, authorities work collectively with
communities, the community has ownership and input in decisions, and is implied as a
partner. (National Health Strategy 1993a; Martin, 1995; Illawarra Area Health Service,
1995; Consumer Health Forum, 1993; Australian Community Health Association,
1993 p.xxii).
There is a large body of literature that advocates community participation in health
care decisions. The strongest arguments claim that involving people in the health
system will assist in improving the health ofpopulations. By setting up mechanisms
that let people have a say in health care decisions it is argued that the health care
system will provide more appropriate care to people and communities, particularly for
people who are disadvantaged by current arrangements. (National Health Strategy,
1993a, p.13; Health Targets and Implementation Committee, 1988, p.12)
The involvement of the community in the process ofdecision making may be through
various organisations, such as the Consumer Health Forum. According to the
Consumer Health Forum (1993) a consumer representative is "someone nominated by
and accountable to an organisation of consumers" (p.3). Any person using health
services is considered a consumer, however in terms of appropnate consumer
representation on a committee, a person should be nominated by and accountable to
5
other consumers and maintain their consumer groups' perspective. This requires the
person to feed information from the group they represent to the service providers and
vice versa. However, it is argued that service providers, researchers and professionals
are not considered able to represent their own groups as well as consumers. (p.3)
6
3. Levels and types of community participation
There are a range of approaches to community participation. Table 1 identifies levels
or degrees of community participation. Processes or models adopted by health
professionals and authorities determine the level ofparticipation ('citizen power',
-
'tokenism' or 'non partnership'). As defined above, community participation involves
partnerships between health services and citizens, therefore may reach the level of
'degrees of citizen power' (Arnstein, 1969).
Table 1 Levels of community participation
Citizen control Absolute control over programs for citizens
Degrees of citizen power Delegated power Majority decision making power for citizens
Partnership Citizens and authorities share power
Placation Citizens given power may be outnumbered,
ego they are outvoted on a committee
Degrees of tokenism Consultation Authorities seek community opinion, no
responsibility to act on results
Informing Information disseminated to communities,
communication flow one way
Therapy Citizens involved in behaviour modifying
Non participation activities, ego group or health education
Manipulation Citizens placed on committees to gain
support
Adapted: Arnstein, 1969, p.217
Further insight of levels ofparticipation are illustrated in Table 2. Examples of
structures and 'consultation technique' processes ofcommunity participation are
listed, and the level ofparticipation or involvement these achieve is identified. It is
noted that much of the literature refers to these structures as models for community
participation (Martin, 1995, p.27; Bracht, 1991, pp.487-491). This paper considers
these structures to be processes or strategies that are adapted as part ofbroader models
of community participation, discussed below (section 5).
7
Table 2 Processes of participation and levels of participation achieved
CONSULTATION
TECHNIQUE
Publications
Promotions / campaigns
Guarantees of service
Complaint resolution
Inquiry responses
Polling / Surveys
Research
Search conferences
Public inquiries & hearings
Discussion papers
Green papers
Submissions
Seminars / Conferences
Networking
Public meetings
Focus groups / workshops
Customer councils
Advisory committees
Consultative committees
Public forums
Policy round tables
----
Adapted: Better Service Through Consultation, 1993, p.8, Cited in Illawarra Area
Health Service (Unpublished)
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-------~_._--
The processes or 'consultation techniques' listed in table 2 are examples of different
approaches used to achieve community participation 'objective.s'. Each approach
involves people in different ways. According to table 2, less than half enable
'infonnation sharing' and less still 'participatory decision making.' Further it could be
argued that the approaches achieving 'participatory decision making' also achieve
'infonnation giving', 'seeking' and 'sharing'. This indicates approaches achieving
'participatory decision making' and 'infonnation sharing' are more complex than
examples achieving infonnation 'giving' and 'seeking', they require additional effort
to achieve objectives.
A feature to note about the processes ofparticipation in table 2, is that they will vary in
duration. Some are effective long tenn measures and others short tenn. For example,
certain processes (consultative committee) may be ongoing, while others (seminars,
forums) are implemented periodically or as once only arrangements.
The literature discusses in detail factors necessary to achieve and influence effective
participation. Many argue, that a single factor in isolation cannot achieve participation
(Bennejo, & Berkui, 1993, p.1145). Three important and commonly emphasised
factors that influence effective participation include engaging the community,
involving all relevant stake holders and political commitment (Bennejo, & Berkui,
1993, p.1145). For example, infonnation sharing andjoint decision making are crucial,
but community participation also requires engagement and participation of all relevant
stakeholders.
Other factors believed to influence the level of community participation include,
national traditions (Bracht & Tsouros, 1990, p.202) model of implementation, political
environment, community engagement, time allocation, adequate financial and human
resources, social environment, health authority and professional commitment
(Bennejo, & Berkui, 1993, pp.1145-1148; Martin, 1995, p.v). Also considered crucial
for effective participation in health is undertaking appropriate community analysis,
consideration oforganisational changes that need to take place (within the health
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system and the community) and the presence of a planning group which includes
community members (Martin, 1995, p.v). According to the National Health Strategy
(1993a), involvement and commitment across all levels ofthe health system is critical
for comprehensive community participation in health care. These levels include
individual consumers and providers, services and institutions, management and
regulatory authorities. Each ofthese levels are linked to each other however, the
methods they use to take action, involve people and strengthen participation varies.
(pp.53-4)
Further strategies which might determine the level ofparticipation are outlined in a
Community Organisation Model. Firstly, professionals must have clear definitions of
the community of interest. Secondly, existing community structures must be used to
reach and organise community members. Community members and organisations need
to define problems, propose solutions and make changes using methods which are
familiar to them. Finally, input from organisers should be temporary. That to be
successful a project must eventually stand on its own. (Kinne, Thompson, Chrisman,
& Hanley, 1989, pp.226-227). This final point may not be relevant for all community
participation processes, for instance some are ongoing and others require input from
both community members and health professionals long term, they require cohesion
and joint decision making.
A discussion paper produced by the Illawarra Area Health Service (Unpublished)
discusses key issues for community participation. These key issues highlight factors
that can effect the level ofparticipation. These issues are summarised below:
• Information sharing. Both sides learn and take part in decision making.
• Overcoming past experiences. Genuine effort from both sides to overcome past
cynicism, keep promises and have no hidden agendas.
• Structures enabling participation. Structures must be in place that enable
participation, for instance items like meeting agendas must be easily accessed by
community representatives and all information willingly shared.
• Overcoming apathy and powerlessness. The community must be genuinely
encouraged to participate.
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• Skills and resources. Consumers must be assisted and provided for, to gain needed
skills and resources.
• Shifting/sharing ofpower. The organisation must be willing to relinquish power
where community members seek to gain it.
• Representativeness. There must be accountability for consumer representation.
(pp.2-3)
Community participation in health care is complex and multi faceted. Participation
assumes two way channels, meaning relevant stakeholders must be engaged and
participate in the processes. Successful participation is influenced by many factors
discussed above. These Factors are dependent on each other in achieving successful
participation.
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4. Key characteristics of community participation models
There are many suggested guidelines and/or principles for community participation
models in the literature. The key defining characteristics ofparticipation (as described
above) are joint problem solving, joint decision making, joint responsibility andjoint
sharing ofbenefits (Martin, 1995, p.iv; Bracht, 1991, p.478; Consumer Health Forum,
1990, p.l). Most models are characterised by a few common principles. These
principles are:
• Participatory. Community members and all relevant stake holders are involved in
all aspects ofthe process.
• Cooperative and co-learning. Professionals and communities contribute equally and
learn from each other.
• Reflective. There should be collective reflection, action, problem solving in
planning, implementing and evaluating, as well as a sense ofshared goals.
• Cyclical. Processes are dynamic and constantly evolving.
• Empowering. Communities influence and control the process, leading to their
empowerment, improved health and quality of life.
(Israel, et a11994, p.163) Another principle ofcommunity participation is that it is
humanistic in it's approach. The health professional aims to encourage local
involvement in decision making, promote selfgrowth and build consensus among
different groups, leading to the realisation ofcommunity goals (Hawe, 1986, p.9).
Community participation is concerned with improving quality of life for individuals,
as well as increasing the effectiveness ofhuman systems (Hawe, 1986, p.9). This value
system fosters cooperation, consensus and collaboration.
No single model of community participation can be universally applied, although the
processes and activities are generalisable (Bracht & Tsouros, 1990, p.199). Finally,
community participation models aim to stimulate and coalesce community energies,
interests, and resources in a collective response to improve the health ofpopulations
and quality of life (Bracht & Tsouros, 1990, p.201; Bernstein,.Wallerstein,
Braithwaite, Gutierrez, Labonte & Zimmerman, 1994, pp.285-286).
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5. Models of community participation
Successfully implementing a model for community participation is dependant on many
factors. These factors include community culture, size, resources, history, capabilities
and preferences for decision making and program goals (Bracht, 1991, pA89). It is
essential to understand the community to determine the best approach to use (Bracht,
1991, pA88). The following models of community participation will be discussed in
detaiL
(A) Community Development Models
(A.1) Community Development and Community Organisation
(A.2) Social Action
(A.3) Ecological
(AA) Social Networks
(B) Social Action Model
(C) Action Research Model
(D) Participatory Research Model
Each of these models will be analysed in terms of a common framework to permit
meaningful comparison. This framework comprises:
1. Definitions and goals
2. Views ofcommunity structure andproblem conditions
3. Basic change strategy
4. Characteristic change tactics and techniques
5. Medium ofchange
6. Orientation towardpower structure
7. Assumptions regarding interests ofcommunity subparts
8. Conception ofthe clientpopulation or constituency
9. Roles Health professional
10. Agency type
13
5 (A) Community Development Models
Community Development models may be discussed in tenns of three models. These
models include Community Development and Community Organisation, the
Ecological approach and the Social Support approach. All share similar underlying
values, philosophy and goals, but they differ in strategies and approaches to achieving
specific goals and have varied analogies ofcommunities.
5 (A.I) Community Development and Community Organisation
Approaches
Community development and organisation approaches have similar philosophy and
many parallels with Community participation (Kotze, 1987, p.32). They employ a
democratic process, have cooperative approaches and aim to build 'competent'
communities (Kotze, 1987, p.32; Hawe, 1986, p.4). In the case ofcommunity
development, resources are not established, skills, coalitions and structures (for
example, committees) must be developed (Hawe, 1986, p.4). Community Organisation
seeks to draw relevant sectors and already established resources together. The key
difference seems to be that in community organisation, the community's resources are
known and established, however the various sectors are not in contact with each other
or working collaboratively.
The basis of community development approaches can be explained by a linear
framework. The framework involves discovering the community, helping define it's
needs, taking stock ofresources, and factors which improve the material and spiritual
well-being ofthe community will commence. (Kotze, 1987, p.34)
The Community Health Continuum (Jackson, Mitchell & Wright, 1989) provides a
model for casework, community organising and political advocacy. It is presented here
as method for applying community development initiatives in the community health
care setting (Table 3). As one moves from left to right along the continuum, the social
depth of the issue, the number ofpersons involved and the nature ofprojects and
strategies become broader and more complex. Each point on the continuum defines
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modes of developmental case work appropriate for particular communities, sub
communities and individuals at particular times. The authors specify that individuals
enter the continuum at different points and they may move back and forth a along it
overtime.
Table 3 The Community Health Development Continuum
Developmental Mutual support Issue identification Participation Social Movements
Casework and campaigns Control of services
Source: Jackson et aI, 1989, pp.66-73
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Table 4 5 (A.1) Community Development and Community Organisation
1. Definitions and goals Community Development is defmed as a developmental approach
involving working in ways that facilitate people and communities to
develop their strength and confidence while at the same time addressing
their immediate problems. It seeks to promote selfhe1p and increase
community capacity.
2. Views ofcommunity structure Community development is based on an understanding that health
and problem conditions inequalities exist in different groups in society. Alienation and
powerlessness are identified as linked to poor health outcomes, as well
as a sense ofnot belonging to the broader society or not having control
of one's destiny.
3. Basic change strategy Involves a broad cross section ofpeople determining and solving their
own problems.
4. Characteristic change tactics Consensus building and collaborative.
and techniques
5. Medium ofchange Small task oriented groups and efforts by people in collective settings.
6. Orientation towardpower Democratic process, cooperative approaches of consensus building and
structure collaboration.
7. Assumptions regarding Consumers or community members with common interests or
interests ofcommunity reconcilable differences.
subparts
8. Conception ofthe client Citizens, consumers and community members.
population or constituency
9. Roles Health professional Facilitator, coordinator.
10. Agency type Community Health, New Public Health and Health Promotion, local
government and health associations.
Adapted: Hawe, 1986, p.12; Kotze, 1987, p.32; Blakely, 1979, p.20;
Butler & Cass, 1993, p.8
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5 (A.2) Ecological Approach
Analogies of the Ecological approach and it's principles are relevant to community
participation. They guide in anticipation ofthe short and long tenn consequences of
efforts in implementing models ofcommunity participation.
Table 5 5 (A.2) Ecological approach
1. Definitions and goals The ecological approach is a conception of the 'psychosocial'
community, perceived from an ecological perspective, like
biological ecosystems. The model aiins to improve availability,
distribution and utilisation ofresources to provide necessities,
needs and culturally determined imperatives ofpeople in a
community.
2. Views ofcommunity structure and The community setting is viewed as an ecosystem, with four
problem conditions principles:
• Interdependence. Change in one aspect wi11lead to changes
in others.
• Cycling ofresources. Communities have natural energy and
resources, the dynamics ofhow these work must be
understood.
• Adaption. To induce change in a community, it must be
provided with more niches or functional roles, while not
threatening existing legitimate roles.
• Succession. The principle of long term growth, changes like
development and die back in a community need to be
considered.
3. Basic change strategy Images and plans are evaluated, converted into action,
environments are redesigned and resources redistributed.
4. Characteristic change tactics and Cyclic and participatory process, direct action and negotiation.
techniques
5. Medium ofchange Action, neutralising and institutional change. Changes in
institutional goals and objectives, people's behaviour and
environments.
6. Orientation towardpower structure Individual, inter-group and community conflict can be
neutralised or turned to advantage in bringing about change.
7. Assumptions regarding interests of Ecosystem made up of interdependent components. Human
community subparts component: principle organic system. Manufactured component:
environmental system. Natural component: land, water,
17
minerals.
8. Conception ofthe clientpopulation Hierarchy of ecosystems, individuals, groups and communities
or constituency
9. Roles Health professional Change agent of the ecosystem. Anticipates and guides a number
ofprinciples resulting from insight of the ecosystem. Intercedes
in the ongoing process ofplanning and action. Affects existing
and future plans, people and organisations in the community.
10. Agency type Community organisations, associations, community groups.
Adapted: Hawe, 1986, pp.13-14; Blakely, 1972, pp.84-94
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5 (A.3) Social Support Approach
This approach is frequently adapted in community health and can be applied to the
community development continuum discussed above. The hypothesis of this approach
is supported by multiple studies, demonstrating social support is linked to both
physical and mental well being (Hawe, 1986, p.14). The proponents ofthis model
assert that advice, care and support provided by friends and family is preferable and
superior to professional care. (Hawe, 1986, p.15)
The social support approach is relevant to community participationas it is associated
with empowering communities, improving social support and networks. Involving
networks ofpeople somehow connected, and not just promoting cohesion and strength
in healthy choices for groups. Behaviour change preventive strategies are more likely
to succeed when people's culture and community support it. (Hawe, 1986, p.15)
Table 6 5 (A.3) Social Support Approach
1. Definitions and goals The social support model views the community as a system of
interrelated social networks or contacts that provide individuals
with informational, practical and emotional aid. It aims to
provide social support to improve physical and mental well
being, and to reduce the need for formal professional care.
2. Views ofcommunity structure and A system of interrelated social networks or contacts. Social
problem conditions isolation and segregation.
3. Basic change strategy Empowering people by providing them with information and
emotional support and networks.
4. Characteristic change tactics and Consensus building, supportive, empowering.
techniques
5. Medium ofchange Preventative, via empowerment, providing emotional aid and
information.
6. Orientation toward power structure Social isolation and segregation cause negative health effects,
individuals will gain power by forming social networks with
information and support.
7. Assumptions regarding interests of System of interrelated social networks.
community subparts
19
8. Conception ofthe clientpopulation Consumers, part of a community network.
or constituency
9. Roles Health professional Facilitator, contact and initiator.
10. Agency type Community groups, support networks.
Adapted: Hawe, 1986, pp. 14-15; Baum, Fry, & Lennie, 1992, p.193
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5 (B) Social Action Model
This model is similar to community participation in that it is concerned with
disadvantaged individuals in society, and redistributing power in relationships. Unlike
community participation, it emphasises conflict rather than consensus seeking
approaches. Proponents of this model assert that inequities in society must be
addressed directly through alliances or pressure tactics, necessary to allow
disenfranchised groups to participate and have control of their lives. (Hawe, 1986,
p.13).
Table 7 5 (B) Social Action Model
1. Definitions and goals To change power relationships and give disenfranchised people
opportunities to gain control in their lives.
2. Views ofcommunity structure and Inequities in society must be addressed directly by whatever
problem conditions means or pressure tactic necessary to give the disenfranchised
opportunity to participate and gain control in their lives.
3. Basic change strategy Organisation ofpeople to take action against those holding
power (opponent/oppressor). Power in numbers.
4. Characteristic change tactics and Conflict, confrontation, direct action and negotiation.
techniques
5. Medium ofchange Mass organisation and political processes.
6. Orientation toward power structure 'Oppressors' need to be overturned or coerced.
7. Assumptions regarding interests of Conflicting interests, not easily reconcilable. 'Oppressed' have
community subparts scarce resources.
8. Conception ofthe clientpopulation Victims and oppressed.
or constituency
9. Roles Health professional Activist or advocate, agitator and negotiator.
10. Agency type Social movements groups, consumer movements, political
activist groups, social welfare groups.
Adapted: Hawe, 1986, pp.10-12
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5 (c) Action Research Model
This model is relevant to community participation, in terms ofit's nature being
participatory, cyclical, and the interdependence of constituents (researchers and
researched). The action research model is cyclical and non static. The phases ofAction
Research are as follows.
1. Assessment of the situation and recognition or diagnosis of the problem.
2. Planning for research and action/intervention.
3. Implementation ofplan and/or taking action.
4. Evaluation of the implementation, or study of the consequences of the action.
5. Report and re assessment, specifying the learning. This phase becomes the initial
step in planning future action. Moves back to the initial phase, and hence progresses
in a spiral.
(Susman & Evered, 1970, p.588; Boutilier & Mason, 1994, p.2)
In action research, researchers co-produce solutions in collaboration with those being
researched. The principles ofAction Research may be described as follows.
• Future orientated. Oriented to create more .desirable futures for participants.
• Collaborative. Presence of interdependence between researchers and the researched
is essential, as the direction of the research process is determined by their needs and
competencies.
• System development. The cyclical, spiral process aims to develop appropriate
structures, system competencies, modify relationships in the system to their
relevant environment and generate enhanced communication and problem solving.
• Situational. Based on knowing how particular actors define the present situation, or
on achieving consensus in defining the situation, enabling planned actions to
produce their intended outcomes.
• Agnostic. Consequences of selected actions can not be known ahead oftime.
• Theory grounded action. Theory guides what should be considered in the diagnosis
phase and possible courses of action for the implementation phase.
(Susman & Evered, 1970, pp.589-590)
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Table 8 5 (C) Action Research Model
1. Definitions and goals Action research is defmed as aiming to contribute to the
practical concerns ofpeople in immediate problematic situations
and to the goals of social science by joint collaboration with a
mutually acceptable and ethical framework.
2. Views ofcommunity structure and Interdependence of researchers and the researched. Community
problem conditions has much to offer researchers and can contribute to devising it's
own solutions.
3. Basic change strategy Building resources, modifying relationships, enhancing
communication and problem solving.
4. Characteristic change tactics and Collaboration, co-production, action oriented, participatory and
techniques consensus seeking.
5. Medium ofchange Scientific research and co-action.
6. Orientation toward power structure Power to be equally distributed between researchers and those
being researched.
7. Assumptions regarding interests of Interdependence between the researchers and the researched
community subparts (community).
8. Conception ofthe clientpopulation Consumers, individuals or community members.
or constituency
9. Roles Health professional Co-planner, collaborator, facilitator and researcher.
10. Agency type Research institutions and community.
Adapted: Susman, & Evered, 1970, pp.588-598; Rappaport, 1970, p.499;
Boutilier, & Mason, 1994, p.2
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5 (D) Participatory Research Model
Participatory Research is relevant to community participation. It's features involving
extensive collaboration between researchers and communities (research/social
investigation), reciprocal education between researchers and communities and
emphasis on taking action (Green, George, Daniel, Frankish, Herbet, Bowie & O'Neil,
1995, p.3). It's nature is participatory and the process lends itselfto community
participation.
The phases outlined for this model are, identifying the problem and formulating
research questions; selecting research methods and instruments; analysing and
interpreting results; applying results; and disseminating results (Green et aI, 1995, p.3).
It seeks to change inequitable relationships between those who create and dominate
knowledge production and those being researched. It is argued that when researchers
control knowledge, products created are no better than other oppressor/oppressed
relationships. Participatory research emphasises exchange between the two groups
with a goal ofliberating knowledge. (Green et aI, 1995, p.9)
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Table 9 5 (D) Participatory Research Model
1. Definitions and goals Participatory Research can be defmed as a systematic inquiry
with the collaboration of those affected by the issue being
studied for the purposes ofeducation and taking action or
effecting social change. It seeks to change inequitable
relationships between those who create and dominate knowledge
and those being researched.
2. Views ofcommunity structure and Interdependence between researchers and researched.
problem conditions
3. Basic change strategy Forming links between research and taking action, to initiate
social change, reciprocal education and power redistribution.
4. Characteristic change tactics and Participatory, collaborative, consensus seeking, action oriented
techniques and educational.
5. Medium ofchange Research, joint problem solving and co-learning.
6. Orientation towardpower structure Players are partners with interdependence. Individuals
participate as equals, contributing to research and education of
professionals and vice versa.
7. Assumptions regarding interests of Consensus possible through collaborative approach.
community subparts Redistribution ofpower leads to redistribution of resources and
empowerment of individuals.
8. Conception ofthe clientpopulation Individual, community member.
or constituency
9. Roles Health professional Researcher, Facilitator, collaborator.
10. Agency type Community organisations.
Adapted: Green et aI, 1995, pp.3-9
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Discussion
In summary, the models outlined above share similar underlying philosophies,
although they are not appropriate for implementing in the same situations. The
majority ofmodels presented emphasise 'consensus seeking' approaches. These
models are discussed below in terms of their comparison to traditional forms of
research methods and philosophy, and appropriateness in health and health care
decisions.
The majority ofmodels discussed as relevant to community participation have
consensus seeking approaches. However it may be argued, that conflict is necessary in
some cases to achieve social change (Baum, 1990, p.145; Labonte, 1993). Inter-group
conflict is healthy and essential for social change, and striving for consensus may be
unrealistic where seeking redistribution ofpower (Labonte, 1993, p.238). This
however, is not the same as the conflict approach of the Social Action Model, which
emphasises oppressor and oppressed relationships.
The methods and philosophies of community participation models are not aligned with
or appropriate in traditional research. Key differences between the community
participation models and traditional research and science are identified in their process
and outcomes. In traditional research, any involvement of the researchers with the
events of a study, or any intervening of a researcher between action and outcome
nullifies the significance of findings. Traditional science and research place the
researcher as sole possessor ofknowledge from which actions are drawn, and as the
sole originator of actions which happen in a 'passive world'. Furthermore, traditional
research methods assume a detached, neutral, independent and objective researcher.
This contradicts requirements ofcommunity participation, as success relies on
understanding values ofparticipants. Their values guide selection ofmeans and ends
for solving problems and developing commitment of the participants to solutions.
(Susman & Evered 1970, p.598)
26
Community participation models are unique from other research approaches (for
example, traditional research models), in that their outcomes are dependant on
partnership between researchers and communitites (excluding the social action model),
and opinions and values of communities (Susman & Evered 1970, p.598).
Generally, the literature suggests community participation is positive and desirable for
improving quality of health care and the health ofpopulations, although studies show
mixed success in these outcomes (Bracht, 1991, p.480; National Health Strategy,
1993a, p.7; Martin, 1995,p.50). It must be determined when community participation
is valuable in health care and decision making, and conversely, when input from
communities and consumers is inappropriate. It should be recognised that there needs
to be a balance between the two, that is, objectives for implementing community
participation require a balance between community and professional control in
decisions, and an equilibrium in partnership or ownership (Martin, 1995, p.55; Bracht
& Tsouros, 1990, p.204; Bemstein et aI, 1994, pp.285-286). Further more, it is
legitimate, informed and in the main consensus seeking community participation that
needs to be encouraged (Martin, 1995, p.55).
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6. Limits of Community Participation
There is little identification in the literature ofwhen community participation is not
appropriate. Understanding the limitations for application ofcommunity participation
is critical in enabling its successful implementation. Some limitations for community
participation approaches include:
• needs broader consensus and to be made more explicit;
• is dependant on weight applied by funding bodies;
• relies on motivation and ability of the powerful stake holders (professionals in the
example ofhealth care); and
• is restricted in generalisability and utility beyond specific situations.
(Green et aI, 1995, Executive summary) Apart from these, the nature ofcommunity
participation is limiting too. For example, communities are diverse and have an
extensive variety ofproblems and population sizes, therefore initiatives must be
applied and adapted to different situations.
Community participation is limited in that it is not always appropriate (Martin, 1995,
pA). For example, where health decisions require knowledge of complex technology
and biological systems, the appropriateness ofcommunity knowledge and skills are
questionable (Bermejo & Berkui, 1993, pp.1148-1149; Martin, 1995, pA). Further,
once the process ofcommunity participation begins it may be unpredictable, as it is
dependant on consumer opinions for development (Bracht, 1991, pA88). Studies
seeking public opinion on health service rationing cannot assume that public priorities
and values are the same as experts or those currently determining health service
priorities (Richardson, Chamy, & Hamner-Lloyd, 1992, p.681). In one such study,
87% of the public rated kidney dialysis as very important, whereas only 9% rated
family planning as very important (Richardson et aI, 1992, p.680). Public opinions are
not determined through epidemiology to be beneficial for the health ofpopulations and
currently are frequently not informed, therefore what and how"community members
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contribute in these situations is an issue, and exemplifies that it may not always be
appropriate to ask them.
Timing requirements ofhealth initiatives further limits the application of community
participation approaches. Situations which require more rapid action may not benefit
from the community participation process. In the example ofcampaigns targeting
issues such as vaccinations, goals may be achieved more successfully through other
means (eg. mass media campaigns) (Bermejo & Berkui, 1993, pp.1148-1149). Such
programs necessitate fast action, whereas community participation requires much time
for success.
Effective community participation requires engagement, participation and action of
consumers and communities. Difficulties have been identified for engaging consumers
and communities. Consumers may feel they already sufficiently participate, that the
process is cumbersome (Bracht, 1991, p.492) or they simply may not be interested
(Martin, 1995, p.28). A study into community participation reported that consumer
commitment and interest in participating varies (Oliver, 1984, p.601). Active
participants were more highly educated than non participants, and were more
pessimistic about the willingness ofothers to contribute (Oliver, 1984, p.608). Disease
prevention initiatives seeking behaviour changes based on values and norms of
members of communities illustrate limited generalisability ofcommunity participation.
Such initiatives rely on participation and action to realise goals (Bracht, 1991, p.483)
and consumers being interested and willing to change. For example, programs that
target HIV/AIDS prevention may have extreme difficulty motivating people to
participate if their culture, religion or norms do not permit the use of contraception.
A further issue limiting community participation is establishing of appropriate
consumer representation (Peterson, 1994, p.1 09). There are advantages and
disadvantages of community members that represent organisations or groups (Martin,
1995, p.45). Accounting for diverse communities and differences between individuals,
raises questions concerning assumptions of common interest of community members
(peterson, 1994, p.109). Consumer representatives accountable to other community
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members or groups, and that produce meaningful participation for decision making
and planning is not automatic (Bracht, 1991, p.486). It cannot be assumed that the
average person on the street is sufficiently informed to contribute at all levels for
participation initiatives (Martin, 1995, p. 4).
In summary, some studies suggest community participation is not appropriate in all
situations. The nature and requirements for implementation ofcommunity
participation (timing, provision of sufficient resources for the community and
engaging people) creates further limitations for its approaches. Finally, establishing of
what is appropriate representation is an issue, ofwhich scant guidelines or consensus
are provided in the literature.
7. Benefits and Barriers of Community Participation
Much of the literature concerning community participation establishes that community
participation should be encouraged as a fundamental part ofa democracy and civic life
(Bracht, 1991, p.477; Martin, 1995, p.4) and that this will promote autonomy for relevant
parties (Martin, 1995, p.4). Employing community participation as a decision making
strategy helps to ensure all possible and alternate views are examined in decision
making, improving responsiveness ofdecisions (Martin, 1995, p.4; National Health
Strategy, 1993a, p.22). For instance in health care, community consultation may broaden
the outlook ofhealth care decisions and increase their responsiveness to consumers
(Martin, 1995, p.4). Further, seeking views ofminority and disadvantaged groups may
enable more equitable health service delivery and care (Martin, 1995, p.4). For these
reasons, professionals should not monopolise health care decisions (Health Targets and
hnplementation Committee, 1988, p.12; Martin, 1995, p.4; Mooney, 1994, p.151) and
community participation approaches seek to avoid this.
Suggested benefits ofcommunity participation are numerous. Tables 10 and 11 provide a
summary ofthese benefits with particular regard to the health care system.
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Table 10 Short term benefits of community participation
Benefits for consumers Benefits for organisations
Ensure health services are accountable to them. Make them more accountable to the communities they
serve by increasing their processes for disseminating
information to the community.
Ensure that decision making reflects consumer Provide more input and information from the community
needs. on how to improve services.
Reduce the need to complain about health Provide them with increased information on the needs of
services. consumers.
Involve them in development ofhealth policies. Utilise a broader range oflocal knowledge and expertise.
Have their opinions known on an ongoing basis. More economical, ensuring services are appropriate and
contributing to greater efficiency.
Adapted:
Table 11
Illawarra Area Health ServIce, UnpublIshed, pp.3-4
Long term benefits of community participation
Benefits for consumers Benefits for organisations
hnproved health outcomes (improved health ofpopulations) Achieving ofnational goals and targets goals
and quality oflife. of improving health outcomes.
Community empowerment through developing of stronger Achieving ofnational goals and targets of
and cohesive communities and individuals. Increased control empowering communities to make choices and
of their health and increased ownership and control ofhealth be responsible for their own health. Increasing
services. community ownership ofhealth services.
hnproved equity in health care, health services serving all Achieving ofgoals ofhealth service equity
community members needs. and responsiveness ofhealth services to
consumers.
Stronger links ofconsumers with health services, increased Stronger links ofhealth service with
knowledge and power and autonomy in health care, goals for consumers increased accountability to
health care met by health services. consumer increased knowledge ofconsumer
needs. Alignment ofhealth service goals with
consumers.
Adapted: NatIOnal Health Strategy, 1993a, ppAO-41
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Identification of the barriers or disadvantages ofcommunity participation are fewer
than the benefits. A survey in Rwanda (Freyens, Mbakuliyemo & Martin, 1993) asked
health workers their opinions about community participation. The study revealed that
workers saw a number ofbarriers in the development and inclusion of communities in
decision making, including:
• Poverty and lack of financial resources
• Ignorance about the value of participation
• Taboos, customs and traditions producing resistance to change
(pp.254-255) Generally, the literature suggests barriers supporting these points. Also
frequently cited as a barrier to community participation and empowerment, are power
differentials between consumers and health professionals (National Health Strategy,
1993a, pA2; Bermejo & Berkui, 1993, p.1147).
Barriers for community representatives may also occur when professionals and
members ofpublic are required to work together. In such situations professionals may
be assumed to be "experts" or "technocrats" with access to networks, familiarity with
policies, and organisational structures and function. Also approaches to disease control
frequently require technical knowledge, such as an understanding of complex
biological systems, for which professionals have technical skills (Bermejo & Berkui,
1993, p.1147).
Furthermore, community participation requires flexibility on behalfof organisations
(Bermejo & Berkui, 1993, p.1146). Health care organisations often have difficulty
with change that is conducive to community partnership and participation (Martin,
1995, p.37). For example, norms and practices of an organisation are often
institutionalised, and the process for approving policy changes may be cumbersome,
time consuming and complex. Martin (1995) reviewed the practice of community
participation in health. The review found that although there were many complaints
mechanisms for the general public where services lacked community participation in
decision making, there were few examples of structures specifically set up to engage
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community members in decision making about resource allocation, service planning
and delivery. (p.48)
Isolation has also been cited as a barrier in some approaches to community
participation (National Health Strategy, 1993a, p.42). Consumers are usually new to
environments, procedures and politics of the organisation as well are often a sole
representative (National Health Strategy, 1993a, p.42).
Lack ofresources for consumers may also create barriers. The decision making system
in health care, generally being geared for input from professionals and individuals in
the organisation. For example, holding meetings in working hours, as well as lack of
resources such as fax machines, telephones, photocopiers, transport and childcare may
impinge on a consumers ability to participate effectively. Adding to this consumers are
often volunteers. (National Health Strategy, 1993a, p.43)
Community participation requires time, patience, money and flexibility on behalf of an
organisation. Representatives may need to consult the community, which may create
conflict with organisational time frames, and also consumer opinions may conflict
with organisational aims and objectives (National Health Strategy, 1993a, p.43). For
instance, health prevention programs may experience difficulties with low funding and
strict deadlines for achievement of objectives and therefore, become less flexible
(Bermejo & Berkui, 1993, p.1146). As suggested community participation is
unpredictable and requires organisational structures that are adaptable to dynamic
demands of communities (Bermejo & Berkui, 1993, p.1146).
Community segmentation along ethnic or religious lines or when a strong sense of
community does not prevail, may create barriers. (Bermejo & Berkui, 1993, p.1146)
Sense of community is important for enabling communities to participate when
considering above definitions determine that community participation embraces
partnership, cohesion and collective action (Kirkbusch, & O'Byrne, 1994/5, p.18;
Israel et aI, 1994, p.151).
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It is often assumed that communities have collective conscious and know their needs,
which may present conflicts of 'felt' and 'real' needs. Also that health professionals
will be able to be objective and discover community's real needs (Kotze, 1987, p.33).
Studies have shown that communities when consulted may identify needs or priorities
which present such conflicts of real and felt needs (Bowling, Jacobson & Southgate,
1993, p.851; Richardson et aI, 1992, p.680).
Benefits and barriers ofcommunity participation discussed are considered interlinked
and or interdependent, in affecting one, others will change causing a 'domino' effect. For
instance, by improving organisation flexibility and initiating structures that facilitate
community participation may lead to increased resources for participating consumer
representatives as well as decreasing their isolation. Professionals allowing participation
ofconsumers in decision making might lead to community empowerment. Stronger links
between consumers and organisations should have positive effects on accountability of
services. Empowerment ofconsumers and stronger links between consumers and health
organisations may also lead to increased equity in health and health care provision.
Finally, the benefits of community participation outlined above spell out that there are
areas where community participation may contribute to improving quality ofhealth care
systems and the health ofpopulations. Barriers ofcommunity participation need to be
focussed on and understood, in order for effective community participation approaches
to be developed and implemented in the future.
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8. Outcomes of Community Participation
In general outcomes ofcommunity participation in health care may be discussed in
terms of empowerment, equity, accessibility, accountability and quality ofhealth
services. These outcomes are discussed below with regard to their relevance to
community participation.
8 (a) Community participation and Empowerment
Community empowerment refers to the ability of a community to collectively make
change and gain power (Bernstein et aI, 1994, p.283). In terms ofhealth care and
community participation, a community cannot gain power without health professionals
who are the powerful in the equation giving up some ofthe power they hold (Bernstein
et aI, 1994, p284). Community empowerment is the preferred terminology in the
literature focusing on community participation. It is concerned with empowerment of
individuals and communities (Wallerstein & Bernstein, 1994, p.142). Community
Empowerment embodies an interactive process of change, where institutions and
communities become transformed, as do the people who participate in changing them
become transformed (Wallerstein & Bernstein, 1994, p.142). There are various levels
at which empowerment can occur. The first, individual empowerment refers to an
individual's ability to make decisions and have control over their personal life (Israel
et aI, 1994, p.152). Empowerment at an organisational level incorporates both
processes that involve individuals increasing their control within an organisation, and
organisations influencing policies and decisions in the larger community. This multi-
level conception of empowerment links organisational, individual and community
levels, and suggests change at one level will be associated with change at others.
(Israel et aI, 1994, pp. 152-153)
There are two issues that empowerment raises for health. Firstly, more affluent and
powerful groups in communities have lower mortality and morbidity rates, and
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generally enjoy better health and quality oflife healthy (National Health Strategy,
1993a, p.19; Ram, 1989, p.8; Australian Institute ofHealth, 1988, p.86). This links
being empowered and having choices to increase health status.
"People cannot be treated as objects they must be active partners in the healing
process. They have to take responsibility for their own health and they have to
be empowered to do so." (Ram, 1989, p.8)
Empowerment can only be facilitated, a person cannot be empowered by someone
else, they do this for themselves (Ram, 1989, p.8). This point is in line with
community participation as defined above. A critical factor for community
participation in health care is that it seeks to empower disadvantaged and lower
socioeconomic groups in the community (National Health Strategy, 1993a, p.19; Ram,
1989, p.8; Martin, 1995, pA).
The second issue is concerned with the health system, and power differentials
frequently referred to between consumers and health professionals (Bermejo & Berkui,
1993, p.147; Wallerstein & Bernstein, 1994, p.145; National Health Strategy, 1993a,
pA2). It has been suggested that currently in the health system professionals hold
power, and in order to achieve community participation and empowerment this power
differential needs to change (Wallerstein & Bernstein, 1994, p.145; National Health
Strategy, 1993a, pA2). In such situations, it is required that the group holding power
needs to give up power, transferring it to the group with least power. For instance,
Ronald Labonte specifies:
"Empowerment ....requires those persons who hold objective forms ofzero -
sum power over other groups to be willing to acknowledge the power that they
do hold over, and second to let go of it." (Bernstein et aI, 1994, p.285)
Health professionals who feel that knowledge resides with professionals may adopt a
paternalistic attitude. In such situations community members may be resentful and less
willing to work cooperatively (Bermejo & Berkui, 1993, p. 1147).
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Empowering processes in some professions have been a recent trend, many shifting
toward humanistic approaches. Such humanistic approaches are in line and similar to
community participation philosophy. For example, traditional helping relationships
have previously encouraged dependence on professionals, implying that the client
needs help. Conceptions of community participation and empowerment have
foundations in client and expert relationships, requiring transformation to participator
and collaborator relationships (Bernstein et aI, 1994, p.285). In a typical expert client
relationship the health professional will treat and cure, rather than listen and share
information and promote independence for better health decisions (Bernstein et aI,
1994, p.285).
Recent theories of counselling suggest empowering enables people to grow in the
directions which they choose, solving problems, facing crises and assuming awareness
of alternatives and willingness to take responsibility (Brammer, 1988, p.5). Such
humanistic approaches, where counsellors facilitate and enable clients to find solutions
is a hallmark ofnew approaches ofcounselling.
The concept of empowerment has parallels with the educational theories ofPaulo
Friere. In this theory individuals are given opportunity to identify problems and
solutions, transforming themselves from 'oppressed' to 'free people'. This is relevant
to community participation as it is a mechanism that facilitates empowerment. Friere
introduced the concept of "Problem Posing" which aims to develop power for
students (or the oppressed) to perceive their own reality, enabling them to change their
world and situation. (Friere, 1973, p.281)
To summarise, community participation is facilitated through the process where
communities grow in directions that they choose, solving problems, facing crisis,
being made aware of their alternatives and being able to take responsibility and control
of their own health. In terms ofcommunity participation and health care this requires
redistribution ofpower in decisions about health care.
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8 (b) Community participation and Equity and Accessibility of
health services
A true and genuine health care system must be able to demonstrate that it is providing
services that are appropriate and effective, and that tax payers are getting value for
money (National Health Strategy, 1993a, p.72). Equity has a number ofdefinitions.
Firstly, efficiency is not synonymous with equity. Efficiency refers to the
maximisation of total benefits from use of a given resource allocation (National Health
Strategy, 1991a, p.5; Centre for Health Economics Research and Evaluation
[CHERE], 1995, p.1). Equity definitions are based on need rather than demand
(National Health Strategy, 1993a, p.10). Equity in health services focuses on the
impact ofdistribution ofhealth services, policies and programs on individuals,
families and community members (National Health Strategy, 1991a, p.5). There are
two aspects of equity: horizontal and vertical equity (National Health Strategy, 1991a,
p.8).
Horizontal equity states that "equal treatment or use for equal need: people with the
same health care needs should receive the same amount and quality ofhealth care"
(meaning, equal treatment of equals) (National Health Strategy, 1991a, p.8). The
public health insurance system 'Medicare' introduced in Australia in 1984, is an
example of a strategy to improve horizontal equity. Eligibility to Medicare benefits is
open to all persons normally resident in Australia, except foreign diplomats and their
dependants (Australian Institute ofHealth and Welfare, 1992, p.14).
Vertical equity involves over compensating in resourcing certain disadvantaged groups
in the community, rather than aiming resources and improvements ofhealth status at
larger and relatively better off groups ofpeople (meaning, unequal treatment of
unequals) (National Health Strategy, 1991a, p.5). An example ofthis would be the
establishment ofAboriginal Health Services, as Aborigines are a disadvantaged group
in Australia (Ho, 1995, pp.7-30; Saggers & Gray, 1991, p.Viii). The ultimate objective
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is to ensure that health outcomes are the same for all people, by distributing resources
unequally (Campbell, 1994, p.9).
Universal coverage and equity of access to health services is an accepted principle
concerned with improving the quality of the health care system in Australia (National
Health Strategy, 1990, p.5). However, equity of access is one part ofthe equity issue.
There is little evidence that equity of access to health care promotes improved health
outcomes (CHERE, 1995, p.l).
This point of equity and fairness in health care decisions can be related back to
definitions ofparticipation in decision making outlined above. Community
participation should be encouraged as a fundamental part ofa democracy and civic life
(Bracht, 1991, pA77; Martin, 1995, pA), promoting autonomy for effected parties
(Martin, 1995, pA) and that it is a good decision making strategy that encourages
examination ofall possible and alternate views, with increased responsiveness in health
care decisions (Martin, 1995, pA; National Health Strategy, 1993a, p.22).
It is essential that all segments of society have a say in matters affecting their health.
Special efforts are needed to include marginalised groups and the socioeconomically
deprived. If community action is to be truly promoted, it must be done through
strategies that seek to ensure equity. (Kirkbusch, & O'Byrne, 1994/5, p.19) This is
problematic however, as the fact that communities undertake health initiatives does not
ensure equity.
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8 (c) Community participation and Accountability of health
services
Accountability refers to explaining or justifying ofone's actions, having
responsibility, being able to explain and a recital of facts (The New American Webster
Dictionary, 1972; National Health Strategy, 1993a, p.32). Public accountability in
health services has been defined, as the obligation to expose plans and perfonnance to
the scrutiny of the public, peers, and government for possible change and/or sanction
(National Health Strategy, 1993a, p.32). In health care, accountability measures may
provide mechanisms for people to feedback their views on mechanisms for provision
of health care. It is this "loop" that can link community participation in health care
with accountability. (National Health Strategy, 1993a, p.32)
Table 12 Community participation and accountability loop
Infonned consumers => Participation in
Decision making
U
Source:
Accountability and transparent infonnation
National Health Strategy, 1993a, p.39
The National Health Strategy (1993a) argues that community participation and
accountability should be linked (p.39). It states that while community participation
does not ensure improved accountability, nor accountability guarantee participation,
they can facilitate each other. Community participation at all levels of the health
system helps provide means for health services to be accountable to their consumers,
groups within t~e community and the community at large. Like wise, accountability
processes can improve community participation by providing the infonnation needed
for community members to participate in a meaningful way. Increasing the people's
knowledge about health care encourages involvement in health care. (National Health
Strategy, 1993a, p.39)
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8 (d) Community participation and Improved Quality of
health services
The National Health Strategy Discussion Paper, "Healthy Participation" (1993a)
outlines objectives for community participation in health care to improve quality of
services. These objectives involve focusing on the needs ofhealth consumers, reducing
the inequalities in health with special concern for disadvantaged groups, provision of
health resources in an efficient and effective manner, setting priorities of the health
system and ensuring the rights ofpeople are recognised. (p.14)
In order to achieve a more responsive health care system it is recommended that
decentralisation of decision making takes place. A population focus seeks to inform
health care about local populations and communities for which the service provides.
Decentralising health decisions could assist in identifying groups with poor health, or
provide a basis for monitoring health interventions and their ongoing effectiveness.
Involving people provides a focus on the needs and priorities ofpeople and groups in
communities. In order to improve the health ofdisadvantages groups and increase
access and equity in health care, health services needs to look at ways to identify
consumer needs and respond to them effectively. Involving disadvantaged groups in
designing and delivering ofhealth care is one way to enhance equity principles.
(National Health Strategy, 1991b, pp.17-19)
Improving efficiency and effectiveness ofhealth care relies on developing outcome
measures that consider the cost of a particular intervention, how effectively it works
and whether it meets community needs. Many argue that only by involving consumers
and communities in decisions about their health will health services become more
aware ofneeds and be able to develop appropriate services. In terms ofhealth
spending in a democratic society it is the right ofpeople to be informed. It is part of
good policy to here the views of all parties. These issues have been outlined and
discussed above (section 7 and in this section a, b & c). (National Health Strategy,
1991b, pp. 20-22)
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Chapter 11
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1. Introduction
The move towards community participation was strengthened in the last few decades
through the paradigm shift in ways of thinking, in areas in health care concerned with
a population focus, including community health and health promotion and the new
public health. The background ofthese paradigm shifts are discussed below, as well
as areas ofhealth care relevant to community participation, including community
participation's integration with the primary health care system through Community
Health Accreditation and Standards Program (CHASP), the new public health and
health promotion. Practical examples ofimplementation ofcommunity participation
initiatives in community health and health promotion are reviewed, followed by
discussion of issues identified for community participation.
2 (a) Medical Model of Health Care
The medical model for provision ofhealth care has been dominant in health care
systems for many decades (Baum et aI, 1993, p.145; Rousseau, 1993, p.536; Crichton,
1990, p.205). However, these approaches to health care provision and science and
research have been questioned more recently, in terms oftheir ability to be solely
responsible for improving health ofpopulations. Scientific medicine has traditionally
focussed on the needs of individual patients (Briar & Fisk, 1994, p. 203; Legge, 1989,
p.39; Brown, 1994, p.341; Rousseau, 1993, p.536). It generally reflects scientific
objective thinking and quantitative research methods (Legge, 1989, p.39; Denzin, &
Lincoln, 1994, pA).
The medical lobby has had long standing powerful influence on health expenditure
and practice (Baum et aI, 1993, p.145; Rousseau, 1993, p.536; Crichton, 1990, p.205).
The dominance ofmedicine and the medical model has influenced other allied health
professions indicated in their individual focus of care and treatment. It may be argued
that medicine has dominated divisions of labour in the health system economically,
socially and intellectually (Willis, 1989, p.2). Also, the medical profession in
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Australia is stronger than most ofit's international counterparts (Crichton, 1990,
p.205). A display of such power may include Australian medical practitioners being
able to change the constitution to protect their position and hold offaccountability for
spending public money completely until 1968, and fairly effectively since then
(Crichton, 1990, p.205).
Questions have risen regarding the effectiveness ofthe medical profession's approach
to health care, in terms ofreducing mortality and morbidity, and improving the health
ofpopulations (Willis, 1989, p.66). Towards the end ofthe 1960s, epidemiologists
began to stress the limited impact ofclinical medicine, versus other activities directed
towards improving the health or health outcomes for individuals, communities and
society (Willis, 1989, p.66). Additionally, the release of a Canadian Government
Report in 1974, based on epidemiological analysis of the determinants ofhealth
emphasised health outcomes being related to three areas comprising, lifestyle,
environment and identification ofbiological risks (Willis, 1989, p.66). Some have
argued that the medical system has the capacity to grow, with massive costs while not
delivering corresponding improvement to the health ofpopulations (Health Issues
Centre, 1988, p.15-16). There is also continuing debate regarding the cost ofmedical
technologies, their potential and appropriate use, and their effects on allocation of
resources (Australian illstitute ofHealth and Welfare, 1992, p.147).
2 (b) Population focus in Health Care
Differentials in health status have increasingly been associated with such social,
environmental and lifestyle factors (National Health Strategy, 1993b, p.6). For
instance, the Australian illstitute ofHealth and Welfare (1992) explains differences in
mortality, morbidity and disability of individuals are influenced by factors such as age
(p.176), sex (177), culture, behaviour, lifestyle, environment, socioeconomic status
(p.205), occupation and education (p.181). It can be concluded then, that less healthy
people are likely to come from lower socioeconomic backgrounds (Australian
Institute ofHealth and Welfare, 1992, p.206). ill fact,
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"By all measures of socioeconomic status (as measured by education level,
occupation, occupational prestige, equivalent family income and areas of
socioeconomic disadvantage), there is a consistent relationship in Australia
between socioeconomic status and health."
(Australian Institute ofHealth and Welfare, 1992, p.194).
Repeated demonstration of these findings internationally, has lead to changes in
definitions ofhealth, and acknowledgment that health can be defined as a social
problem. This change in focus ofthe causes of illness has brought new ways of
dealing with ill health, and as a consequence a focus on prevention (Nutbeam, Wise,
Bauman, Harris & Leeder, 1993, p.14).
The World Health Organisation (WHO) defines health as " a complete state of
physical, social and mental wellbeing" (WHO, 1986). This definition ofhealth
encompasses more than previous definitions, which defined health in terms of absence
of illness and disease. Health defined in this way establishes the fact that there are
other determinants ofhealth, than described in previous disease orientated definitions.
WHOs definition of health, establishes that health is a product ofways of living,
associated with people's lifestyles and living conditions, social and economic
environments (Nutbeam et aI, 1993, p.l3).
Health For All Australians (1988) is identified as the first Australian attempt to compile
goals and targets for improving health and reducing inequalities in health status among
population groups (p.9). The document is mostly concerned with how the health care
system might better address 'health improvement,' and take more seriously its
responsibilities in prevention and health promotion (Health For All Australians, 1988,
p.9). "Goals and targets for Australians in the Year 2000 and Beyond" (1993) is a
further example of shifts in focus. This document reflects on epidemiological analysis
of the causal chain ofthe determinants ofhealth (p.14). It identifies targets
comprising:
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• preventable mortality and morbidity,
• healthy lifestyles and risk factors,
• health literacy and health life skills,
• and healthy environments.
(Nutbeam et aI, 1993, pp.13-14)
Focusing on social indicators has established community participation is an important
element for dealing with health policy challenges (Health Targets and Implementation
Committee, 1988, p.12). It is argued that health departments do not have a monopoly in
conveying activities to improve health, and that health must be seen as a collective
responsibility requiring collaboration between consumers, communities, industry and
government (Health Targets and implementation Committee, 1988, pp.12-13).
3. Community Health
The Community Health Program was initiated by the Commonwealth government in
1973. It may be defined as:
"an innovative program designed to extend and reform the existing health
system by encouraging a shift towards prevention, a focus on local
communities and emphasis on primary health care" (Baum et aI, 1992, p.1).
Community health as a primary health care service involves a multidisciplinary
method ofworking; community involvement in the organisation ofhealth care; an
emphasis on equitable distribution ofresources and outcomes; responsiveness to local
health needs; and where relevant involving sectors outside the health system (Baum et
aI, 1992, p.8).
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Community Health Centres bring together teams ofrelated health professionals to
meet a variety ofhealth needs and provide continuity ofcare within local
communities (Dewdney, Chpt. 4, Lypton & Najman, 1989, p.84,). The core principle
of the community health program, being to provide an organisational structure that
overcomes traditional hierarchies and bureaucratic arrangements, and encourages
health professionals to work together (Baum et aI, 1992, p.303).
The community health program foreshadowed elements ofthe Ottowa Charter,
emphasising reorienting health services, by shifting resources to the primary health
care level, and strengthening community action in local communities, encouraging
selfhelp and self support, and strengthening supportive community environments
(Baum et aI, 1992, p.10). The focus of the program is preventive activities, health
education, health maintenance and rehabilitation and domiciliary services.
The federal funding for community health enabled expansion of existing community
health services, and establishment ofCommunity Health Centres. Existing services
including services for mothers, young children, mentally ill and mentally h~dicapped
and services related to abuse of alcohol and other drugs (Dewdney, Chpt. 4, Lypton
and Najman, 1989, p.84). Also domiciliary nursing, paramedical and family planning
organisations were assisted to expand their services (Dewdney, Chpt. 4, Lypton and
Najman, 1989, p.84). In 1988-9, community health had developed to include 560
community health centres Australia wide and 13000 community health professionals
(Baum et aI, p.1). The four main components of community health care as well as
their approach to care are outlined in Table 13 below.
47
Table 13 Components of and Approaches to Community Health Care
Component of Community Health Approach to Health Care
1. Private for-profit (GPs, Pharmacists, dentists, alternative Multidisciplinary, multisectoral
practitioners)
2. Public (community health centres, child and school Locally responsive
services, hospital outpatients, home help, home nursing)
3. Non government, non profit (family planning Community involvement
association, church health, and welfare organisations)
4. Domestic (carers in the home, people treating and curing Equity
themselves)
Adapted: Baum et aI, 1992, p.9
As discussed previously, community participation is viewed as a crucial part of
community health services and programs. Standards outlined by the Community
Health Accreditation and Standards Program [CHASP] (1993) incorporate community
participation as a major component of community health function.
"The community/primary health care service will have a high level ofmutual
exchange and active involvement with the community it serves. The
participation of community members and groups in debate and decision
making about health issues and their own health care will be actively
developed." (p.24)
Community participation is perceived an important principle by CHASP (1993) which
enables:
• services to meet the needs of the community and to be relevant to local conditions.
• health planning and decision making to include community perspective's.
• realisation of the right ofpeople to have power and control over public resources
used for health.
(pp.24-25)
Participation means that community members are instrumental in the planning,
implementing and evaluating of community health services, and in identifying health
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issues and ways of addressing them (CHASP, 1993, pp.24-25). Community
participation and Community Development for community health professionals
involves them working with and supporting communities in their efforts for social
change (Cooney, 1994, p.56). Cooperation is the underlying theme with emphasis on
consensus, mutual support, and team work (Cooney, 1994, p.56).
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4. The New Public Health
The Ottowa Charter for health promotion is described as the first document to
articulate the agenda for the New Public Health (O'Connor & Parker, 1995, p.28). It
was promoted by the World Health Organisation (WHO) and has involved a paradigm
shift. (O'Connor, & Parker, 1995, p.28).
The New Public Health is defined as:
"a combination of science, practical skills, and beliefs that is directed to the
maintenance and improvement ofthe health of all people. It is one ofthe
efforts organised by society to protect, promote, and restore the people's
health through collective or social actions."
(pHA, 1996, preface)
There are three spheres that have been the focus of the New Public Health's action.
Firstly the political sphere, which sets the parameters for healthy public policy
effecting public health professional practice. A Social sphere, which involves people's
wants and needs being generalised and expressed as demands on political and
professional systems. Thirdly the public health sphere, which represents the
embodiment of the Ottowa Charter, reaffirming social justice and equity as
prerequisites for health, and advocacy and mediation as processes for their
achievement. (O'Connor, & Parker, 1995, p.30)
The Public Health Association (PHA) presents a Matrix ofpublic health practices.
This matrix consists ofthree 'processes' from the Ottowa Charter and three 'areas of
concentration' for the PHA. The processes define ways public health works and
include:
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1. Advocating. Through policy in areas that evidence suggests will promote health for
all Australians.
2. Mediating. Through special interest groups and conferences between individuals
and makers ofpolicy.
3. Enabling. Through giving communities and individuals who value their health a
say and greater control over their health destinies.
(Leeder, 1996, p.3)
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5. Health Promotion
The Ottowa Charter for health promotion emerged from the first international health
promotion conference in 1986. It built on progress made with the Alma Ata in 1978.
The charter defines health promotion as the ''process ofenabling people to increase
control over and to improve their health". (WHO, 1986)
The Charter states that health promotion strategies and programs should be adapted to
the local needs, enabling possibilities for individual countries and health regions to
take into account differing social, cultural and economic systems (WHO, 1986). It is
now the internationally accepted model for health promotion (Everingham,
McCullough & Rissell, 1993, p.lO). In Australia, a Health Ministers conference in
1987 and the release of the document, "Health For all Australians" (1988)
demonstrated strong support for the Ottowa Charter Principles (Everingham et aI,
1993, p.lO)..
Health promotion practice involves:
any combination ofhealth education and related organisational, political and
economic interventions designed to facilitate behavioural and environmental
adaptions that will improve or protect health.
(Bates & Winder, 1984, cited in Egger, Sparks & Lawson, 1990, p.5)
Health promotion practice seeks to promote health for individuals, groups, or whole
communities through changes to social, environmental, attitudinal and behavioural
factors (Green, modified by SMHR Health Educators, 1986, cited in Everingham et aI,
1993, p.lO).
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Figure 2 represents this definition ofhealth promotion practice. It provides a
conceptual map ofhealth promotion practice, incorporating specific focuses and
strategies ofpractice and expected impacts and outcomes.
Figure 1
Focus
Strategies
Impact
Health Promotion Practice
Individuals
Groups
Populations
JJ
Educational
Motivational
Organisational
Economic
Legislative
Technological
JJ JJ
Outcomes
Behavioural Adaptions Environmental Adaptions
Source:
Better Health I
L....-----,Urr----
1L......:::--_Q_u_al_ity_o_fl_ifl_e__1
Egger et aI, 1990, p.7
The principles ofthe Ottowa charter (WHO, 1986) give further insight into the ways
the strategies in figure 2 occur. These principles include:
1. Developing public policy
2. Developing personal skills
3. Strengthening community action
4. Creating supportive environments
5. Reorienting the health services
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The Ottowa Charter embraces and incorporates community participation. Highlighted
below are the principles associated with community participation, as outlined in the
Charter.
1. Strengthening community action. Through concrete and effective community
action in setting priorities, making decisions, planning strategies and implementing
them to achieve better health.
2. Developingpersonal skills. By providing information and education about health,
and enhancing life skills to increase options available to people, enabling them to
exercise more control over their own health, environments and choices conducive
to their health.
3. Reorientating the health services. By ensuring the responsibility for health
promotion in health services is shared among individuals, community groups,
health professionals, health service institutions and governments. These must work
collaboratively to achieve a health care system that contributes to the pursuit of
health. Changes in health research and professional education must lead to changes
in attitude and organisation ofhealth services to focus on the needs of individuals
as whole persons.
(WHO,1986)
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6. Community Participation and Community Health:
examples of practical work
As described, the Community Health Program was a national initiative, installed by
the Whitlam Government in the early 1970's (Baum et aI, 1992, p.1). However the
program was implemented differently across Australia (Legge, 1989, p.26). The key
element in Victoria for example, was community participation in the development and
management ofnewly established Community Health Centres (Legge, 1989, p.26).
A policy statement ofregionalised health released in 1983 in Victoria had two main
strategic elements (Legge, 1989, p.27). Firstly, a move away from centralised to
regionalised administration and secondly, to enhance community participation in
decision making (Legge, 1989, p.27). The community participation strategy mainly
comprised of the establishment ofDistrict Health Councils (DHCs). The purpose of
DHCs were to enhance community understanding ofhealth issues; strengthen
accountability of the health system to the community; and extend community
participation in health service decision making (Legge, 1989, p.27).
An example of a Community Health Centre's operation is Flemington Community
Health Centre. At Flemington, a Tenants Association was established for residents of
a high rise housing estate. Many residents of the estate were isolated, disenfranchised
people from various ethnic and Non English Speaking Backgrounds. Community
Health professionals explored the situation, doing a door to door knock, talking and
listening to people, holding floor meetings and a public meeting. The public meeting
was attended by the minister, and residents voiced complaints about their issues. The
Tenants Association grew in strength, enabling mutual support and advocated for the
rights of tenants. Major achievements cited were that neglect for maintenance was
curtailed, a self-help security patrol was initiated and social links were established
among elderly and ethnic groups. (Legge, 1989, p.30)
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Legge (1989) relates the example above to processes of empowennent (p.37). For
instance, that it was able to improve organisation and links to outside support (p.37),
facilitate people and communities in developing strength and confidence and address
their more practical and immediate problems (pp.36-37). This latter point may be
crucial to engage people, as they reap immediate and tangible benefits from the
initiative.
This issue of community empowennent through people's own initiative and education
is highlighted in a "Patchwork" program initiated by a resident in Anglesea, Victoria.
The Patchwork Project was a Bushfire Safety Education Program, carried out by the
community for the community. It conveys the idea ofmany people contributing to a
joint effort oflearning and empowering (Butler, & Cass, 1993, p.21). The resident
after living through the devastation ofAsh Wednesday in Anglesea, was fearful about
future occurrences, educated herself and felt the community needed to be educated to
protect itself from future devastation.
These examples highlight several pertinent points about community participation.
They include:
• The importance of infonnation community members might possess. The
Patchwork program may not have occurred if residents had not been so concerned.
, The importance of an issue engaging and mobilising the community. In the case of
the Patchwork Program, faced with the threat of fire and loss ofpersonal property,
residents were motivated to volunteer their services for further action. In the
example of Flemington Community Health Centre, people were motivated by
tangible and immediate benefits.
• The importance of access to professional skills, resources, local media and finally,
volunteers. The Patchwork Program relied on all these resources and stake holders.
Internationally there has been advocacy for community nurses to integrate community
development strategies into their work. (Briar, & Fisk, 1994, p.205; Rutherford &
Campbell, 1993, p.28; Peckham & Spanton, 1994, p.124; Sutcliffe, 1994, p.30;
Dalziel, 1994, p.355; Dalzie1, 1992, p.228; Lethbridge, 1993, p.133) Traditional
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community nurse roles have followed from those of General Practitioners who have
focussed on the needs of individuals (Briar & Fisk, 1994, p.203). Public Health
models adapted to Community Health Nursing have broader community development
approaches (Briar & Fisk, 1994, p.203; Peckham & Spanton, 1994, p.124)
Examples drawn from the literature demonstrate ways in which community
development initiatives have been adapted to community nursing. These may include
community support groups and networks, community needs assessment and resident
action groups. Community development approaches require community nurses to
develop new skills, and also for knowledge and skills to be redistributed to the
community through active participation (Briar & Fisk, 1994, p.203).
Community health nurses in Canada identified the need for a parent support group
after several public meetings in their local communities. In this process they
facilitated the establishment ofthe parent support group that continued to run with
their support. They identified that conflict resolution has an important role, due to the
challenge of achieving a balance in their involvement and maintaining the community
groups ownership. (Rutherford & Campbell, 1993, pp.26-27)
There are barriers identified in the literature for such community development
approaches in community health. In the main, they include management allocating
time for community development work (Dalzie1, 1992, p.228); that these roles may
not be strictly in the parameters and therefore the responsibility ofhealth authorities
(Lethbridge, 1993, p.133); the different priorities that are created by working with
community development goals as opposed to medical model goals ofone to one
treatment (Dalziel, 1994, p.355); that community development work requires new
skills ofhealth professionals (Dalziel, 1994, p.355) and resistance ofother health care
professionals (Dalziel, 1994, p.356).
A further issue for the above examples is whether they achieve positive changes in the
health ofpeople and communities, and the most effective method to evaluate them.
57
IThis is identified in the literature as a weak point for community participation
initiatives (Briar & Fisk, 1994, p.205).
These examples illustrate how community health can incorporate community
development and participatory strategies, and achieve empowerment by improving
community links and support (peckham & Spanton, 1994, p.124; Legge, 1989, p.37).
However, barriers existing, as was outlined, may impede community health
professionals working in these ways.
7. Community Participation and Health Promotion:
examples of practical work
The Ottowa Charter for health promotion incorporates community participation in
health promotion practice, as has been noted above. Cited below are examples of the
ways in which this occurs.
Participation of the community in injury prevention programs in health promotion is
recommended as a strategy (Moner, 1991). Previously, injury prevention models have
mainly involved centralised administrative agencies, which have produced worthwhile
reductions in injuries through environmental and legislative change (Moner, 1991,
p.51). The clear boundaries and public visibility in injury prevention have made
environmental changes effective and sufficient (Moner, 1991, p.51).
In some countries however this is not the case, powerful resistance to injury
prevention initiatives has occurred. For instance in the United States, despite
overwhelming evidence for the efficiency and efficacy ofcompulsory wearing of
motor cycle helmets, they are still not accepted as a way ofpreventing accidents in
many states. This is related to ineffective regulatory structure and lack of community
will (Moner, 1991, p.51).
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Several injury prevention studies have cited community participation strategies with
large successes. The Falkoping Project in Sweden recorded reductions in injury ofup
to 20% to 30% over three years, and lead to the development ofother community
based injury projects in Sweden. In these projects identifying ofpriorities was done
intersectorally. For instance, community based groups were brought together to work
on specific issues; local newspapers and politicians gave active support; resources
were generated in the community and the focus on injury was brought to schools,
kindergartens, sporting bodies, traffic authorities, workplaces and pensioner groups.
(Moller, 1991, pp.52-53)
In another example in Boston, a federal initiative to reduce infant mortality focussed
on community participation. Reductions in black infant mortality ofup to 50% were
reported by the health department in the year following this initiative and other similar
initiatives (Plough & Olafson, 1994, p.221). The initiative involved input into
planning of services from a community ofwidespread racial differences (Plough &
Olafson, 1994, p.223). This process took much time, initially authorities and
community members were unable to agree on plans. One and a halfyears after
receiving the original grant the program became operational (plough & Olafson, 1994,
p.226). The authorities felt the process was 'out of control' (plough & Olafson, 1994,
p.225).
The Healthy Cities Program is an example of an international multifaceted health
promotion initiative, and highlights aspects of community participation approaches
adopted by health promotion. The Healthy Cities Project (Flynn, Rider & Ray, 1991)
in Indiana focussed on 'action for health' at the city level. The overall process
involved city commitment, city action, formation ofhealthy city committee,
community leadership development, provision of data based information to policy
makers and action research and evaluation (p.331). It placed health as a priority on the
city's political agenda (p.332).
Illustrating the diversity of community participation initiatives, is the Older Person's
Consumer Health Forum from the Area Health Promotion Centre in western Sydney.
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Unlike the prior example that is comprehensive and multi faceted in it's approach, the
Older Person's Consumer Forum is a group of 20 older individuals, who are residents
in the area. The forum's role is to consult and advise Western Sydney Area Health
Service on the health needs of older people. Forum members act as a channel of
communication, firstly to the Area Health Service and secondly, disseminating
information to their constituents. Submissions and recommendations have been
prepared to date on various services provided by the Area Health Service, as well as
effecting and reaching other sectors. Some ofthese including Public Dental Services,
limited accessibility ofthe consumer telephone information service and SBS radio
broadcasts on health issues. The author states that in some circumstances forum
members do lack technical expertise, but at some levels this is not true. (Corkhill,
1996, pp.16-17)
Highlighted in the above examples, is the integral role of community participation in
improving the effectiveness ofvarious health promotion initiatives. The main points
that apply are as follows.
• Working collaboratively with all sectors is crucial in ensuring successful
participation. This may improve the likelihood ofmeeting ofprogram objectives,
asoociated with improving health outcomes, as was cited in the Swedish injury
prevention programs.
• Community participation is generally recommended with other supporting
strategies, and not as a sole strategy (Moller, 1991, p.53). Some examples stating
other strategies must be in place too (for example, political commitment).
• Reaching consensus between consumers or communities and authorities may be
crucial for success in many initiatives. In the example ofBoston, the processes
came close to falling down when consensus was not achieved, especially as time
was an Issue.
• Community participation may cause anxiety when groups are not familiar working
in this way. In Boston, authorities were 'feeling out of control,' this may be due to
having to acknowledge community opinions.
• Community participation can contribute to knowledge in health care in certain
circumstances. The Older Person's Consumer Health Forum identified that
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although there were specific situations where consumers may lack expertise, there
are others that they do not.
That community participation initiatives and models are diverse, becomes apparent
when comparing initiatives like the Older Person's Consumer Health Forum with
multi-faceted programs such as Healthy cities, that incorporate community
participation as one in many strategies employed to reach program goals. It is
considered that community participation has a role in various health promotion and
prevention programs.
8. Issues identified for Community Participation in
Community Health and Health Promotion
With the emergence of the new public health movement and increasing focus on
accountability of health services, community participation now has a prominent role
in health debate. Community Participation was identified as a strategy to improve
health service quality (National Health Strategy, 1991b, p.37), efficiency,
effectiveness, accountability, equity, spending priorities and individual rights
(National Health Strategy, 1993a, pA). However, issues are identified for community
participation in terms of implementation, evaluation, and integration with traditional
health service models. These issues identified for community participation are
discussed below.
8 (a) Rhetoric or reality
Community participation has found it's way into government/health department
policy statements, WHO Recommendations, and as demonstrated above is entrenched
in the policy documents for the new public health, health promotion and primary
health care movements in Australia and internationally. Yet there do seem relatively
few examples of implementation appearing in the literature, exemplifying there are
issues for implementation and evaluation ofit's effectiveness.
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IMuch of the literature identifies that community participation needs to be put into
practice more often. That there is much advocacy for community participation and
few examples of the reality. (Baum, 1990, p.147; Stone, 1992, pA12; Labonte, 1993,
p.237; Carr-Hill, 1994, p.1198; Salmon, 1991, pA18)
8 (b) Medical and social science models
An issue for community participation models is the individual focus of traditional
health care (Briar & Fisk, 1994, p.203; Peckham & Spanton, 1994, p.124). Changes
that occurred with the new public health movement have been described as a
'paradigm shift' that has changed the understanding ofhealth and illness (Baum,
1992, p.10). Community Health and Health Promotion have adopted a population
focus that reflects this new public health paradigm. As described above, for health
promotion it was the Ottowa Charter, and for Community Health, CHASP integrated
this philosophy into primary health care in Australia. However, as was noted in above
examples, the individual focus ofcare in community health continues to be practiced.
This was recognised above as a barrier, where Community Health professionals
attempting to incorporate community development into their role and practices, were
confronted with barriers that often inhibited them doing this effectively (Brown, 1994,
p.341; Peckham & Spanton, 1994, p.125; Dalziel, 1994, p.356). These barriers
included, changing the traditional orientation of community health care from an
individual focus of care and changing public perceptions of community health
professionals (Brown, 1994, p.341; Dalziel, 1992, p.229)
Medical scientific or quantative research methods do not lend themselves to
community participation models as they assume objective truth. They search for
value-free objective 'truth' in health sciences and practice (Legge, 1989, p.39; Denzin,
& Lincoln, 1994, pA). Definitions of 'subjectivity' refer to introspection and to the
thinking subject, rather than 'objectivity' that is defined as a goal set by external facts,
not with thoughts and feelings (The New American Webster Dictionary, 1972).
Community participation seeks subjective factors like, 'values' of the consumer.
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Medical and quantitative models ofresearch and evaluation have been in line with
'positivist' research models. Positivist conceptions have dominated the physical,
biological, and social sciences (Susman & Evered, 1978, p.583). The word "positive"
refers to the actual, in contrast to the imaginary (Susman & Evered, 1978, p.583).
Positive science includes scientific approaches that consider scientific knowledge to
be obtainable from sense data that can be directly experienced and verified between
independent observers (Susman, & Evered, 1978, p.583). These approaches assume
one true value, and aim to estimate this true value (empirical estimate) through
observation (Harper, 1994, p.94). The best known way to do this is the randomised
clinical control trial (Harper, 1994, p.102). However, as Labonte (1989) argues,
questions of community efforts warrant types ofhealth agency or professional support
not answered by randomised clinical trials (p.88). "One cannot Chi-square social
justice" (Labonte, 1989, p.88).
The problems that occur for evaluation in community participation are not only
technical, but the different rationalities or understandings and valuing of life processes
(Dixon & Sindall, 1994, p.298). One crucial part of the problem for community
participation initiatives is confronting who, what and how to judge success where
there will be cases when professional and community evaluators will be at odds
(Dixon & Sindall, 1994, p.299). Other arguments have corresponded to this, outlining
that participation cannot be quantitatively assessed and suggest alternative methods
are needed (Bjaras, Haglund & Rifkin, 1991, p.199). Also that many initiatives
involving community participation strategies are not being published in professional
journals, being judged unscientific (Baum, 1992, p.10). Baum (1992) notes, that the
'paradigm shift' of the new public health movement changes the understanding of
health and illness and requires new methods of inquiry, management and
accountability (p.1 0).
Another argument is that with the dominance of medicine, distrust of subjective
knowledge has occurred (Legge, 1989, p.39). This has consequences for funding of
preventative initiatives like community participation. As Baum (1990) comments,
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"...Prevention seems less of an imperative for a populatio.n who have been
seduced by the trust in medical cure." (p. 146)
It is considered that differences in philosophy and models ofpractice pose problems
for preventive health strategies like community participation. Health services may not
be accustomed to their requirements for successful initiatives, and ways ofworking.
8 (c) Power redistribution from professionals to community members
Consumers of health care should participate actively in the decision making process as
far as practicable about treatment, be infonned about the nature consequence and
purpose of technologies. That this should be a key component in assessing the
effectiveness of technologies. The areas considered practicable for consumer input are
identified as: changes to quality oflife resulting from the improvement ofhealth
services, fear of disease or recommended diagnosis / treatment regimen (where acting
as a barrier to access and effective participation), time saving and convenience
resulting from shorter hospital stays, reduced absence from work and less travel and
the importance of self image and cosmetic considerations. (Australian Institute of
Health and Welfare, 1992, p.156)
That consumers should participate in these ways is frequently asserted in the
literature. However in practice it seems less likely to occur. Impediments of
infonnation exchange to consumers of the health care system may be explained by the
use of technology and professional expertise. Reasons may be, reluctance to share
knowledge, lack of training on how to infonn lay persons and difficulties in
understanding complex concepts (Australian Institute ofHealth and Welfare, 1992,
p.147). Community participation requires redistribution of this power, infonnation
exchange and in decision making between professionals and consumers.
In the health system professionals hold the power to make decisions about care and
treatment. They have the expertise to make decisions concerning technologies and
health infonnation. The notion of a 'patient' assumes someone who needs help and
treatment, the health care system is intimate and physical in nature and is supportive
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ofpatemalistic attitude (Baum et aI, 1992, p.lS). This view ofpeople needing to be
treated, rather than as consumers implies less participation. Whereas viewing people
as 'consumers' implies commodity exchange (Baum et aI, 1992, p.lS).
Conclusion
To couple the above issues discussed with the barriers described in chapter I (section
7), highlights that implementation ofcommunity participation models is problematic
in nature. This needs to be overcome for effective community participation to occur.
Implementation ofcommunity participation is diverse in terms ofmechanisms,
models and scale. For instance it can range from comprehensive and multi
dimensional initiatives to uni faceted small scale programs in small communities or
groups within them. A further issue is arriving at appropriate methods of evaluating
community participation that relate it to improved health outcomes. Community
participation requires redistribution ofpower and information and professional and
authorities to work in new ways ofwhich they may not be accustomed.
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Chapter III
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1. Introduction
In this section the appropriateness of adapting community participation models in
health care decision making will be reviewed. This will be discussed in terms of
rationing ofhealth services and priority setting in health care from a national
perspective. There has recently been a push for cuts in health care expenditure,
countries internationally have concentrated on the need to set priorities in health care
(Honigsbaum, Calltorp, Ham & Holmostrom, 1995, preface). Firstly, it is necessary
to examine the current contexts in which health care decisions take place, and the
various perspectives associated with decisions within health care services.
2. Sociological perspective in health care decisions
Sociology is taken to mean the study of society, but it also more specifically refers to
inquiries intended to raise consciousness about people's relationship to society
(peterson, 1994, p.1). Sociology may provide a broader perspective in explanations of
health and associated social differences in health status (Peterson, 1994, p.13).
Sociological perspectives are subjective in nature, they are influenced by values,
priorities ofdisciplines or institutions, life experiences and philosophies ofpeople
(peterson, 1994, p.2).
People in society generally struggle to gain control and have access to resources.
'Resources' refer to ownership in property, satisfying and well paid employment,
adequate income for those without work, a well balanced diet, education, housing and
social support (peterson, 1994, p.5). Resources frequently associated with people's
health and quality of life are distributed unevenly in society (Australian Institute of
Health and Welfare, 1992, p, 194).
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Many factors effecting the health of the populace are not in the parameters in of the
heath services (Gardner, 1989, p.226). Hence, the role ofgovernments in funding
health care has been increasing, (Gardner, 1989, p.228) as well as a growing
movement toward a population focus in health care.
3. Health Care System
The Australian Health care system is pluralistic and diverse, with responsibilities
assumed by the Commonwealth, State, Territory and local governments, non
government organisations, professional associations and industrial organisations
(Gardner, 1989, p.229). Health care decisions are influenced by power and power
differentials between these various groups.
Power is defined as one's ability to do or act, and capability to effect or influence
something (The New American Webster Dictionary, 1972; The Macquarie Dictionary
and Thesaurus, 1985). Power may also be defined as a relational concept, and in this
context, it refers to the relations of domination and resistance by groups and
individuals involved in the struggle for control over resources (Peterson, 1994, p.5).
Defining 'relational power' in the context ofresources in health care decisions,
associates power with issues of autonomy in work practices ofhealth professionals,
ability to effect and influence decisions and funding and to control others' work
practices. The concept ofrelational power may discussed in several ways. Firstly,
power distribution and the struggle for power among health care professionals.
Secondly, the distribution ofpower within health bureaucracies. And finally, the
distribution ofpower between health professionals and consumers. These aspects of
relational power are relevant to health care decision making and directly influence it.
Each of these are discussed in detail below.
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3 (a) Health Professionals: medicine and other health disciplines
Professionals in the health care system have always been struggling for power
(Gardner, 1989, p.248). Career directions of allied health professionals have generally
followed the example ofmedical practitioners (Gardner, 1989, p.248). Medical
practitioners do not constitute the largest in numbers ofhealth service professionals,
however they have retained importance and dominance (Gardner, 1989, p.248). The
following points exemplify such aspects ofmedical dominance.
• Medical dominance has been supported by governments at various times through
endorsement ofbiomedical knowledge, focusing on individual biology and
pathology, rather than social conditions that cause ill health (peterson, 1994, pp.24-
25).
• Medical Practitioners have maintained their status and incomes insofar as they
control public expenditure in the health arena (peterson, 1994, pp.24-25).
• Despite increasing control by governments over health care budgets most medical
care is provided by private practitioners on a fee for service basis (Gardner, 1989,
p.228).
• The medical profession has resisted attempts by governments to control the
management of funding health expenditure with efforts such as insurance funds or
nationalised health insurance (peterson, 1994, p.25).
Medical dominance lies in the professions responsibility to make independent
judgments and decisions which affect people's health and capacity to influence
commitment ofhealth resources (Gardner, 1989, p.248).
Power distribution among health professions may be discussed in terms ofpower and
autonomy in their labor (peterson, 1994, p.91). Autonomy in labor is associated with
higher pay and status, satisfaction, enjoyment, and general well being (peterson, 1994,
p.91). Those who occupy positions lower down in hierarchies generally hold less
independence in their working routines (Peterson, 1994, p.91). Medical practitioners
enjoy the greatest autonomy in their work practices of all allied health professionals,
with boundaries to medical practice seldom set (Gardner, 1989, p.225; Peterson, 1994,
p.91).
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Medical dominance in the division of labor in health care is maintained by the
domination of their own work practices, other allied health professionals work and in
the wider health sphere. For example, medical practitioners may in certain cases
directly supervise other's work practice. In this way medical practitioners assume a
relationship of authority over other health professionals. (Willis, 1989, p.2)
It has been argued there are two processes operating in divisions of labor in health
care. There is firstly sub-professional dominance, where more routine tasks are
referred to subordinate occupations lower down in the hierarchy ("passing the task").
This is illustrated in the traditional professional relationship between medical and
nursing practitioners (Willis, 1989, pp.32-33). Nursing being concerned with
providing care and doctors with curing, nurses performing more routine tasks in their
work practices (Willis, 1989, pp.32-33). Similar patterns have subsequently occurred
between nurses and nurses aides (Willis, 1989, pp.32-33).
The second process has also been identified, involves the "professional de-skilling" by
the medical profession ofother health professionals. This is exemplified in
professions being barred from performing tasks which constitute medical territory.
For example, Radiographers are not permitted to interpret X rays. And,
Anaesthesiology was previously delegated to nursing by medicine, but when it was
recognised to be a potentially lucrative medical specialty it was repossessed. (Willis,
1989, p.33)
There are aspects of the nursing process that mimic medical practice, affirming
scientific knowledge as a basis for power, prestige and scientific credibility (peterson,
1994, p.21). As with medical practitioners however, there remains an unequal power
distribution between nurses and their patients (peterson, 1994, p.21).However, unlike
medical practitioners, nurses put emphasis on knowing their patients as 'whole
persons' or individuals (peterson, 1994, p.21). Willis (1989) argues that the division
of labor in the health industry has been unlike most other industries. In capitalism
generally, the division oflabor has been more capital intensive, and the demand
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mainly for decreasing of labor. In health care however, there has been an increase in
capital, as well as labor intensive. It seems the development ofmedical technology
has generated the development ofnew occupations. For instance, the development of
X ray machines and radiologists and radiographers, without the displacement ofany
other occupation. (p.3I)
It might be concluded then, that the medical profession is the dominant profession in
health and health care decisions, it directly influences directions of health expenditure
and technology and objective scientific methods have extended to other allied health
professionals.
3 (b) Bureaucracy in health care decisions
Bureaucratic systems develop where large groups ofpeople reside in large areas and
require a central agency to deal with problems. Bureaucracies reinforce relations of
power in Australian society through their structures and through the production and
control of information. (Peterson, 1994, pp.80-81)
Sociological inquiry concerned with the rationality and goal directness of
bureaucracies, leaves little doubt that they are a highly efficient means of fulfilling
specified goals (peterson, 1994, pp.80-81). A major characteristic of a bureaucracy is
its office hierarchy, where those in higher positions have authority to supervise those
in lower positions (Peterson, 1994, p.90). In some cases the pyramidal triangle of
hierarchy can be very steep, indicating smaller numbers ofpeople in higher positions
(peterson, 1994, p.90). In others the pyramid can be relatively flat with relatively
large numbers ofpeople occupying the higher positions (Peterson, 1994, p.90).
The characteristics ofhealth care systems associating it with bureaucracy include the
hierarchy ofpositions, the expert training ofmembers, scientific management or
Taylorism and the impersonal nature (peterson, 1994, pp.90-100).
Another facet in health care associating it with above definitions ofbureaucracy is the
controlled environment with rules and supervision (peterson, 1994, p.92). For
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example, the organisation of the physical space in a hospital reinforces power
relations (between professionals as well as patients and professionals) and establishes
the identity of everyone who enters the hospital (peterson, 1994, p.92). For instance,
the organisation ofwards and layout ofbeds in rows to allow surveillance ofpatients
(peterson, 1994, p.92). These structures of a bureaucracy disadvantage less powerful
groups and individuals, denying them access to resources, participation in decision
making processes and validity of their own lrnowledge and experiences (Peterson,
1994, p.90; Martin, 1995, p.37). This can be described as structural discrimination
(peterson, 1994, p.90).
In concluding, the association of the health care system with bureaucracies, indicates
that to enable community participation in health care changes need to occur. Such
changes may need to be structural to allow less powerful groups (consumers) access
to more resources and more power to contribute to decisions.
3 (c) Consumers and health care decisions
Power differentials between health care professionals and consumers are frequently
cited as a barrier to community participation (National Health Strategy, 1993a, p.42;
Bennejo & Berkui, 1993, p.1147). In the hospital bureaucracy the Medical
Practitioners control over infonnation can have harmful effects on both patients and
other health workers (peterson, 1994, p.91).
Generally relationships between health care professionals and consumers has been one
of 'expert' or professional, who holds objective power, and those without power,
consumers ofhealth care, the 'patient' (Bemstein et aI, 1994, p.285). The expert
having technicallrnowledge, able to cure or fix the problems ofthe patient. _
Consumers ofhealth care have had little input into decisions about care, treatment and
health care provision (National Health Strategy, 1993a, pp.6-7). Medical Practitioners
are responsible to make independent judgments and decisions which affect people's
health and commitment ofresources (Gardner, 1989, p.248). As with Medical
Practitioners, power distribution between nurses and their patients is unequal. Nurses
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retain control of interactions with patients and do not generally make reciprocal
disclosures (peterson, 1994, p.21).
It has been found that patients who are given sufficient knowledge about their
condition and treatment recover more quickly than those without such knowledge. If
the satisfaction experienced by health workers is associated with successful
therapeutic outcomes than it makes sense to give greater control to patients. Thus
making sense that health care takes place in an atmosphere ofparticipation as opposed
to patient passivity and expert control. (peterson, 1994, p.91)
Medical science has also provided a basis for the control of areas of social life in
many western societies. The increasing influence ofmedical ideas has been referred to
as the medicalisation of life as it has extended problems of complex social causes, that
medical remedies appear highly inappropriate. (peterson, 1994, p.16)
4. Issues for community participation in health care
decisions
The above discussions clearly point out the need for redistribution in power in health
care decisions. Key aspects of the barriers to community participation in health care
decisions are summarised below.
Medical dominance in the division of labor is maintained through dominating of their
own work, other allied professionals work and in the wider health sphere (peterson,
1994, p.91; Gardner, 1989, p.225; Willis, 1989, p.2). Professionals in the health care
system have been concerned with the struggle for power (Gardner, 1989, p.248).
Competing for resources, health professionals have adopted medical approaches in
their practices and consumers are subsequently not included in the equation ofpower
distribution. (Gardner, 1989, p.248; Peterson, 1994, p.21).
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Bureaucratic structures bring disadvantages for less powerful groups and individuals,
denying them access to resources, participation in decision making processes and
validity of their own knowledge and experiences (Peterson, 1994, p.90; Martin, 1995,
p.37). Discussions above point out that consumers are less powerful equation of
resource distribution in health care. The difficulty in making change however is the
undemocratic nature ofbureaucracy.
The unequal distribution ofpower between health professionals and their consumers
frequently puts consumers in powerless situations. The nature of expert and patient
relationships does not encourage autonomy for consumers. Also the highly
regimented and controlled environment ofhospitals means there is little room for
something not part of the rules of the organisation.
5. Priority Setting: an example of the need for
community participation and health care decisions
(The trend of the literature)
The recent push for cuts in health care expenditure, has resulted in countries
internationally concentrating on the need to set priorities in health care (Honigsbaum
et aI, 1995, Preface). However, techniques for prioritising are very uncertain
(Hnigsbaum et aI, 1995, Preface). One element agreed upon is that priority setting
inevitably involves subjective judgments, it is also being recognised that there is a
need for development of ethical or public values to influence health decisions
(Hnigsbaum et aI, 1995, pA).
In a democracy it is important that decisions are perceived as fair, rather than biased,
arbitrary or random. If fairness is the goal, planning will be a complex process,
weighing up diverse needs, claims and qualifications. Setting public spending
priorities is a matter for collective rather than individual decision making, and on the
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whole these decisions are better taken at a macro rather than a micro level. (Coote,
1994, p.13)
Apart from lack ofconsensus ofhow health service rationing should occur there are
other issues. It has been argued that in order for the community to be able to make
informed decisions they need resources and education, as they have chosen life saving
_devices that may not be in line with equity objectives. Results of a survey in the city
and Hackney in the UK. for example, were consistent with this argument, suggesting
that high priority was given to life saving technologies, in contrast to community
services and services for the mentally ill (Bowling et aI, 1993, p.851). Bowling et al
(1993) also argue little has been done to provide the public with the kind of
information that might enable them to make judgments that are as informed as those
by health professionals (p.855). However this is not an easily achieved goal when
considering the nature ofcommunity participation and the barriers described above
(section 7). Such examples highlight that lack ofinformation provided to the public is
a barrier to the democratisation ofdecision making (Richardson et aI, 1992 pp.680-2).
There have been attempts to blend medical evidence and knowledge with that of
communities in community participation models. In these cases ethical dilemmas for
health care rationing have been highlighted. The Oregon Health Plan was one
example ofthis (Sipes-Metzler, 1994, p.305). In the Oregon Health Plan, authorities
embarked on a process to establish a prioritised list ofhealth services that blended
medical fact with public values (Sipes-Metzler, 1994, p.308). Health professionals
were asked to predict effectiveness of treatments (Sipes-Metzler, 1994, p.308) and
community members to value treatments (Sipes-Metzler, 1994, p.308). This complex
process ofrationing health care came under criticism, as it was viewed that some
individuals would be favored in receiving treatment over others (Sipes-Metzler, 1994,
p.305).
In the case ofthe Older Persons' Consumer Health Forum in Western Sydney the
same case may apply. It was argued that in some circumstances Forum members
lacked technical expertise but at some levels held significant knowledge (Corkhill,
75
1996, p.17). "Valuing the successful result of treatment calls for maturity ofjudgment
informed by the life experiences that one has had to that point in time" (Corkhill,
1996, p.18). As much ofthe literature reports, community participation cannot
achieve all objectives for health initiatives, but can contribute in a number of areas.
One area which is noted in the quotation above is valuing of treatments, which is
argued to be best judged by those using the services.
Ethical issues and mixed reactions and approaches internationally to rationing are
highlighted by findings from workshops in New Zealand. The workshops were run to
determine opinions of community groups and members on how health care funds
could be cut. The groups were able to get to the point of declaring needs to be a
morally favored criterion, but they found the task ofranking needs in some order of
priority daunting in the extreme. It was suggested in this report by the facilitator and
author that future consultations with community determining health care cuts and
rationing should not ask" what do you need?" but instead, asking more advantaged
members ofcommunities "what would you give up in order to ensure a fairer system."
for all. (Campbell, 1994, p.14)
Lack of information provided to the public is a barrier to the democratisation of
decision making. Little has been done to provide the public with the kind of
information that might enable them to make judgments that are as informed as health
professionals. The examples of Oregon and New Zealand highlight difficulties and
ethical issues ofprioritising health services. These processes are being trialed, and
need to be further explored to determine how successful they might be implemented.
Community participation cannot achieve all objectives for health initiatives, but there
are clearly areas where it can contribute to improving ofhealth ofpopulations and
quality ofhealth services. As has been noted for priority setting this could be in
valuing of treatments. To achieve community participation it must be more clearly
defined how to blend medical fact with public values.
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Conclusion
If an effective health system with successful care and treatments are the goal, than
community participation in health care- decisions has various benefits. Community
participation in health care is recommended as a strategy to achieve outcomes including,
community empowerment, and improved individual rights, equity, accessibility,
accountability, efficiency, effectiveness and quality ofhealth services, as well as in
debate surrounding health care management and spending priorities. Arguments claim
that involving people in the health system will assist in improving the health of
populations. By setting up mechanisms that let people have a say in health care decisions,
the health care system will provide more appropriate care to communities. However,
through this exploration ofthe literature several issues, limitations and barriers for
community participation in health care have been identified. Conclusions regarding
community participation in health care may be discussed in terms of the various levels at
which it may occur.
Firstly at an individual level, where individuals participate in their own health care and
treatment. It was recognised that individuals with sufficient knowledge about their
condition and treatment recover more quickly than those without it. Various issues were
identified that impede individuals participating in their care and treatment effectively.
These are related to power differentials existing between health professionals and
consumers, resulting from the bureaucratic nature of the health system, reliance on
knowledge ofhealth professionals or experts and lack ofknowledge and education of
consumers.
Secondly, where community members or citizens participate in decision making and
debate concerning health care management and spending priorities. It was argued that
communities need to have input into decisions about health care management and
spending, as part of democracy and quality decision making policy. Community input
ensures health services examine all possibilities and are responsive to consumers. By
working in partnership with consumers it is argued, the health care system will work
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more effectively toward achieving existing goals (outcomes ofcommunity participation
discussed in this paper, Chapter I).
The areas in health care where community participation has been implemented, were
mainly those with a population focus. In the examples reviewed, community
participation is viewed as positive and desirable for improving quality ofhealth care
and the health ofpopulations, yet studies have had mixed success in these outcomes.
Two main issues for effective and successful application ofcommunity participation
approaches in health care are identified.
Firstly, the current health care system is not set up to facilitate community
participation approaches. Structural changes and power redistribution needs to occur.
Again, underpinning barriers and issues are the bureaucratic nature of the health
system, reliance on knowledge ofprofessionals and experts and lack ofknowledge and
education of consumers. It was identified that, such factors disadvantage less powerful
groups and individuals, denying them access to resources, participation in decision
making processes and validity of their knowledge and experiences, further more it was
argued that, community participation is not easily integrated or aligned with traditional
models ofhealth care. Community participation requires redistribution ofpower and
information, and that professionals and authorities work in ways which they may not
be accustomed.
The second issue raised was in the nature of community participation. A range of
models that are complex and multifaceted were presented. Critical factors determining
levels of success in many cases are community engagement, political commitment and
commitment of all stake holders. Further, appropriateness of community participation
in all situations may be limited. This is largely due to the nature and requirements for
implementation, such as timing, provision ofsufficient resources, engaging
communities and detentlining suitable consumer representation. Also there are issues
for community participation, in terms of appropriate models of evaluation.
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As has been stated, barriers and issues for community participation in health care
decision making result from the nature in which health care decisions currently take
place. However, one element agreed upon is that priority setting inevitably involves
subjective judgments, also that there is a need for development of ethical or public
values to influence health decisions.
Community participation may not achieve all objectives for health initiatives, but
there are clearly areas where it can contribute to improving the health ofpopulations
and quality ofhealth services. As has been noted, for priority setting this could be in
valuing of treatments. To achieve community participation it must be more clearly
defined how to blend medical fact with public values. Further, depending on the
community type and nature of the initiative, appropriate approaches to community
participation should be implemented with awareness of factors that enable effective
community participation and evaluated using appropriate models that relate it to
improved health outcomes.
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